Ocular Signs.-Sarcoidosis may occur in any part of the eye or ocular adnexa, but the uveal tract is the part most frequently affected. Nodules appear in the iris which may when fully formed, be large and more vascular than those of tuberculosis (Laval, 1952) . Large clear keratic precipitates are present, often situated peripherally, and posterior synechiae may occur. The inflammatory reaction may be acute, subacute, or chronic. Choroidal lesions occur rarely, and the retina may be involved; lesions of the latter structure are sometimes accompanied by periphlebitis. Swelling of the parotid gland in association with uveitis, fever, and general malaise is the syndrome of uveoparotid fever.
Aetiology.-The essential feature of sarcoidosis is a hyperplasia of mesenchymal cells to form histiocytes and epithelioid cells. Present evidence suggests that this can only occur as a response to infection by, or sensitivity to, members ofthe mycobacterium group. The difference between tuberculosis and sarcoidosis seems small in some cases (Merz, 1952 Discussion Sarcoidosis must be regarded as a tissue reaction to a foreign agent which is introduced into the body. This is possibly a hypersensitivity reaction of certain cells of the body analogous to that which is believed to occur in uveitis, or it is possibly a direct reaction to a toxic agent. One body of opinion believes that this sensitizing or toxic agent is related to the mycobacterium group, but in this series of cases, little evidence of tuberculous infection was found. In Great Britain, however, the Mantoux reaction is positive in almost all adult persons, and the possibility of a subclinical tuberculous infection in these cases of sarcoidosis cannot be excluded. Typical cases of sarcoidosis show characteristic changes in the lymph glands, lungs, and eyes, as well as in other parts of the body, but consideration must be given to cases showing less typical and less widespread signs. No cause is found for many cases of uveitis, and in the presence of a negative Mantoux reaction the possibility of sarcoidosis should always be considered. The diagnosis is confirmed by the presence of enlarged lymph glands, shadowing of the lungs on radiological examination, and a raised serum globulin, as well as by the development of iris nodules, and by the large transparent peripheral keratic precipitates which are found so frequently in this condition. Absolute proof depends upon the histological appearances ofan excised lesion.
Tuberculin anergy in sarcoidosis is a constant finding. It is due to the presence in the skin of a substance which has been called anticutin and which prevents a hypersensitivity reaction to injections of tuberculin. Anticutin remains in the skin even when its hypersensitivity is increased by the injection of B.C.G. vaccine.
The cause of sarcoidosis is uncertain and treatment cannot, therefore, be based on logical principles. Cases treated at the Eye Sanatorium, Swanley, on a regime of general rest have improved, though since the disease seems to be chronic in many cases, complete cure does not occur in the 3-6 months which they spend as patients. The use of cortisone appears to have been beneficial in some cases, and this would support the thesis that hypersensitivity is a cause of the condition. ACTH may also be useful (Ozazewski and Bennett, 1952) . In some cases the condition may persist for many months or even years, but the ultimate prognosis for vision appears to be good.
